A case of post-traumatic intramural haematoma of the duodenum is presented in this report. The patient was admitted to the unit after multiorgan injury. Preliminary examination (X-ray, USG -diagnosis, paracentesis of the abdominal cavity) showed abdominal hemorrhage. The patient was urgently operated on (splenectomy and partial small bowel resection). The post-surgical period was complicated by intramural duodenal haematoma, which blocked the passage of chyme to distal portions of the alimentary tract. The patient was treated conservatively. On postoperative day 9, the ailment receded. The patient was discharged from the hospital in good general condition.
A duodenal intramural haematoma is a rare complication of blunt abdominal trauma (1) , which most often occurs during communication accidents or sports injuries (2) . The originating haematoma leads to temporary partial or complete contraction of intestinal lumen (tumour effect) (3) . Differentiating intramural haematomas from alimentary canal obstructions dictates further treatment because when strangular obstruction is excluded, the haematoma can be treated conservatively. The most often and typical clinical symptoms are stomachache, dizziness and emesis (symptoms of alimentary canal obstruction). The most important in diagnosis are USG -examination, abdominal computer tomography (4, 5,) , and upper gastrointestinal endoscopy. In past years, upper GI series was considered the "gold standard" of diagnosis and assessment of haematoma evolution. Today, computer tomography is the gold standard diagnostic tool (6). Clinical symptoms of contraction appear on the 3 rd -4 th day after the injury. Conservative treatment (7, 8) (parenteral nourishment, stomach -pump) leads, in most cases, to absorption of intestinal mesentery after about 10 days. If the symptoms persist, open or laparoscopic surgery is advisable.
CASE REPORT
The patient S.P., age 16 (history number: 6687/2005) was admitted to the unit after a road accident with multiorgan injury. The patient underwent a clinical examination, after which a USG -diagnosis of abdominal cavity, chest X-ray, abdominal cavity diagnostic paracentesis and basic tests were performed. The diagnostic paracentesis showed hemoperitoneum so patient was sent for emergent surgery. The X-ray examination showed a compression fracture at T10 so the patient wore a Jewett's corset during the postoperative period.
During the operation, the surgeon observed: spleen fracture, disjunction of the small intestine 30 cm from Treitz ligament, serosal damage of the transverse and descending colons, disjunction of the small intestine mesentery. The spleen was removed, the damaged fragment of the small intestine was resected and an anastomosis of the two ends of the small intestine was created. The stitches were pla-451 Post-traumatic duodenal intramural haematoma ced on the fractured serosa of the transverse and descending colons and the small intestine mesentery was sewn.
On postoperative day 2, the patient experienced "coffee ground" emesis. A nasogastric tube was placed and 1620 ml of chyme was produced. On the next day, 3800 ml of chyme was produced. An upper GI series was performed on the patient ( fig. 1 ). The examination shoAs a result, a decision was made to initiate complete parenteral nourishment. On postoperative day 7, an upper GI series was repeated ( fig. 3 ). It was found that the earlier described structure seen in duodenum was washed by the contrast and some of it passed to the lower part of alimentary canal. In association with improvements in the patient's general state of health, passing contrast to the distal portion of the alimentary canal and absen- wed lack of peristaltic movements, passing the contrast through pylorus and bulbus to duodenum, where it was stopping in the main part and modeling on spherical structure. The picture of the passage did not change after 30 minutes.
In connection with the result of diagnostic USG the patient was undergone computer tomography of abdominal cavity. The examination showed expansion of the distal duodenum and hyperechogenic formation.
A 76x55 mm lesion in the duodenal wall was observed, which was indicative of a duodenal intramural haematoma ( fig. 2 ). Stomach suctioning was maintained. Subsequent fluid amounted to: -4 th day -3555 ml, 5 th day -3700 ml, 6 th day -3100 ml, 7 th day -300 ml.
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ce of retentions, the stomach pump was removed and a liquid diet was introduced on postoperative day 9. On postoperative day 9, a control USG examination was performed and showed regression of changes within the duodenal wall. The patient then received a light diet after several days. On the 14 th day, USG examination was repeated and showed a duodenal intramural haematoma, which decreased in size to 55x25 mm.
The patient was discharged home in good general condition with the recommendation of a control USG-examination in 7 days.
DISCUSSION
An unusual obstruction of the upper segment of alimentary canal -a duodenal intramural haematoma-was described here. On the basis clinical examination, USG pictures and computer tomography showed the presence of a hyperechogenic structure within the duodenal wall. As a result, a decision to manage the patient conservatively was made. Subsequent results of USG -examination as well as improvement in the patient's general health proved the accuracy of this decision. 
